Objective-To identify the causes of obstetric accidents.
Introduction
Medical litigation is increasing and obstetrics and gynaecology accounts for 30% ofall claims ofnegligence against health authority doctors.' Though obstetricians make up only 3% of the membership of the Medical Protection Society, they account for 29% of costs and damages. Stillbirth and brain damage account for almost half of these claims.' Obstetric accidents which come to litigation are only a small proportion of the total. Individual departments' clinical reports, perinatal mortality meetings, and even day to day working in the labour ward or delivery suite will identify other incidents of error, real and potential. There is a clear need for research into the causes of these accidents.
In the worlds of aviation,4 road and rail transport,5 and industry in general6 accidents and error are the subject of systematic study. In contrast, systematic investigation of accidents in medicine is extremely rare. Though many hospital departments carry out regular audits of practice, information on errors and accidents is seldom published. Obstetricians are more forward looking in this respect than most clinicians.
The most recent confidential inquiry into maternal deaths' comments on cases of inadequate care Table I shows the grade of doctor initially contacting the Medical Protection Society. The reporting doctor is usually the one primarily concerned in the accident, though occasionally a senior doctor in a supervisory BMJ VOLUME 300capacity may report it on behalf of his or her junior. In this series over half of the reporting doctors were obstetricians in training, though not all the senior house officers were career obstetricians. The "other" category included two anaesthetists, two paediatricians, and a general practitioner.
MOTHERS
Demographic data and previous history- Table II gives demographic data on the mothers and their relevant history. The mean age of the mothers was 27 (SD 6-2) years (range 17-39). Only six were under 20 and seven over 35 (none aged 40 or over), so that maternal age seemed not to be an appreciable risk factor in these cases. In only 15 cases was a past history of perinatal adversity reported and only 14 mothers had antenatal complications. Five mothers had both a previous history of perinatal adversity and antenatal complications. Hence these groups did not seem to be at particularly high risk. No correlations were found between previous perinatal adversity and outcome or between antenatal complications and outcome. In seven cases a note was made of previous adversity but no details were recorded.
Procedures during labour-Labour was induced in 24 cases, and 26 women were delivered by caesarean section. Table III shows the indications for induction and operation. OUTCOME Mothers -Four mothers died. Two died ofa ruptured uterus, one of septicaemia, and one of toxic shock. In one case a ruptured uterus was not diagnosed for three days, during which the patient was given transfusion and seen by several doctors. In two other cases severe lacerations of the uterus sustained during delivery necessitated hysterectomy and death was a consequence of inappropriate management of the patient after this procedure.
Babies-Nineteen babies failed to survive. Supervision by senior staff-In 20 of the 64 cases the expert reviewer criticised senior staff (senior registrars and consultants) for failing to attend despite being called (table VII) . In many cases senior staff may have given advice over the telephone, but nevertheless the labour and birth were managed entirely by a junior doctor, usually a senior house officer. Senior staff did not always recognise the gravity of the problem when they did arrive. In six cases they suggested that no action was needed.
Discussion
This review of serious obstetric accidents confirms the Department of Health's confidential inquiry into maternal deaths.8 Human error was frequently implicated in obstetric accidents, and many were avoidable. Using expert opinion as our guide, we identified three major areas of concern: inadequate fetal monitoring, mismanagement of forceps (that is, undue traction, too many attempts), and inadequate supervision by senior staff. The assessment of labour, by both doctors and midwives, was also criticised in some cases. Junior and middle grade obstetricians were most frequently involved.
Although cardiotocography is widely used in obstetric practice, it seems that some registrars and senior house officers do not recognise abnormal or equivocal traces. In this series 14 of 34 abnormal traces were not identified by junior doctors. Misinterpretation ofnormal traces is also common (M Ennis, unpublished data). In many cases even when abnormal traces were recognised no appropriate action was taken (for example, seeking advice or carrying out further tests). These findings suggest that middle and junior staff are inadequately trained in fetal heart monitoring and inadequately supervised in the labour ward. Nevertheless, though the senior obstetrician is responsible for ensuring that staff have acquired the basic monitoring skills, it is the responsibility of the staff to ensure that they are properly taught and to seek advice when in doubt.' By virtue of their position, however, senior staffmust ultimately be held responsible for everything that happens on the labour ward and delivery suite. 
